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After Nov. 7th convalescence was uninterrupted, except on
one occasion, when, after the bowels had been confined for a
week, the temperature rose to 1020; they were relieved by
an enema, and the temperature at once fell to normal. By
Dec. 7th cicatrisation was complete, and the patient was
sent to the seaside for a fortnight. He has since returned
to his occupation, and remains quite well.
Most, if not all, will agree that as soon as there is distinct
evidence of the presence of localised suppuration in the
neighbourhood of the caecum, it is the best practice to go in
search of it; in other words, that the patient will have a
better prospect of recovery if exit be given to the pus, than
if he be left to the chance of the abscess bursting into the
bowel. But there is room for differences of opinion as to
whether, if there be signs of general peritonitis, it is not
better to make a mesial incision, with the object of purifying
the general abdominal cavity in the event of this peritonitis
being purulent. It must be borne in mind that it is quite
possible for general peritonitis to supervene after the forma-
tion of a localised peritoneal abscess, and that although the
pus in the latter may be exceedingly offensive, the lymph
or serum in the former may be, if not aseptic, at least free
from smell. A case is recorded in the Transactions of the
Clinical Society,1 in which the same condition of things as
that which was present in our patient was met with; but
the diagnosis was rendered obscure by the absence of any
marked local swelling. Here a mesial incision was made, and
the intestines were found intensely injected from very early
peritonitis. The abscess was first opened through the mesial
incision, and the fetid pus was thus allowed access to the
general peritoneal cavity. In spite of this, however, the
patient made a good recovery; but it should be added that
those parts of the peritoneal cavity over which the fingers and
the pus had passed were, as far as possible, treated with cor-
rosive sublimate solution (1 in 500), and that the abscess
was drained through a second incision in the groin. The
lesson to be learnt, if it be fair to generalise from a con-
sideration of two cases only, appears to be that if pus be
suspected in the neighbourhood of the cascum, it is best at
first to make an incision in the groin, even although there
be reason to think that general peritonitis has set in. If
the abscess be then found to be distinctly localised, all will
have been done that is necessary. If, however, it be clear
that the general peritoneal cavity is full of fetid pus, the
surgeon may proceed to make a mesial incision with the
object of gaining free access to the rest of the abdomen and
to the pelvis, though it must be confessed that any attempt
at purification under such circumstances is an almost hope-
less task. The occurrence of the parotid bubo adds another
to the long list of cases where an association between this
condition and peritoneal inflammation has been observed.
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H---, aged twenty-eight, a Mussulman railway labourer,
well nourished and healthy-looking, was admitted into a
camp hospital on the Bolan State Railway on October 16th,
1886, with a compound fracture of the left tibia just above 
the ankle joint. The patient had been standing on a stack
of loose rails, when one of them had turned over on its side
and caught his leg. There was considerable bruising of the
soft parts, but as the wound was small the hospital assistant
in charge of the camp decided on trying to save the leg.
He therefore syringed out the wound with carbolic lotion,
dressed it with carbolic oil, and put up the leg in splints.
I saw the man for the first time on Oct. 29th. The dis-
charge from the wound looked dirty, and the dressing could
not be kept antiseptic. The patient was removed on a bed
by train to the chief railway hospital, a distance of nine
miles. On Nov. 5th I advised him to submit to amputation,
as the discharge was profuse and offensive in spite of all
carefulness in dressings. He stoutly refused, but on Nov. 8th
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he was put under chloroform and the leg amputated at the
knee joint. This was necessary, as the skin was swollen
and infiltrated lower down. On cutting out the posterior
flap, I noticed that the skin was thickened and the sub-
cutaneous tissue decidedly watery. A higher operation,
however,was thought to be unjustifiable, as it was impossible
to say how far the septic poisoning extended. The operation
was therefore completed, and the wound dressed with
iodoform and wool. His evening temperature before opera-
tion had bten 998&deg; or 100&deg; for about six days. On the
evening of the day of operation the patient’s temperature
was again 100&deg;, but on the next night it rose to 103 8&deg;. The
wound was then dressed and found to be sweet, but the
discharge was unhealthy.
Nov. 10th.&mdash;Morning temperature 100’4&deg;. Discharge smell-
ing. Evening temperature 103&deg;.
llth.-The posterior flap is beginning to slough; it is
commencing from a circular ulcer which has appeared be-
tween the two condyles of the femur, and has apparently
been caused by infected lymphatics, as no pressure from
bandaging could have been exercised on this particular spot,
situated as it is between two bony prominences. After this
the whole of the posterior flap sloughed off, leaving the two
condyles quite bare and the artery visible between them.
The temperature then fell to normal, and rosy granulations
sprang up on all sides, and the artery was rapidly covered.
The temperature remained normal, with only occasional
rises, apparently due to malaria, until Jan. 17tb, 1887, when
it rose to 100&deg; in the evening. The wound caused by the
sloughing of the posterior flap had gone on admirably at
first. Then the patient’s strength had begun to flag about
Dec. 15th and a bedsore had formed on his sacral promi-
nence, and after this the skin-forming had come to a stand-
still on the ulcer. At the end of December and beginning of
January the granulations had a congested, flabby appearance.
On Jan. 20th-that is to say, two months and twelve days
after the amputation-secondary h&aelig;morrhage set in. The
blood spurted from the granulations in three streams, one
central over the artery and two lateral. Luckily, the
assistant surgeon was on the spot, and at once applied an
elastic band to the femoral artery. I decided to amputate
again, seeing that the healing process had apparently stopped
in the ulcer. Amputation was performed through the lower
third of the thigh. Troublesome hemorrhage (i.e., oozing)
occurred after the operation, and the flaps were not closed
for at least half an hour. Two hours and a half afterwards
haemorrhage came on again. The assistant surgeon opened
the flaps, and found a small bleeding point which he tied.
Two hours after this the dressings were again observed to be
soaked through. I therefore again took off the dressings,
washed out the flaps with a solution of perchloride of iron
(1 in 8), sewed up the flaps, and applied two antiseptic
sponges on each side of the incision. The stump was then
firmly bandaged to the splint, and elevated on a high
pillow.
Jan. 22nd.&mdash;Sponges removed and stump found to be
quite sweet. Iodoform and wool applied. Temperature
normal.
26th.-Wound dressed again for the purpose of removing
the drainage tube and sutures. After this the wound required
no trouble, and healed perfectly with the exception of a small
collection of pus (about fifteen minims) which occurred in
the course of a suture scar. This sent the temperature up
to 100&deg; on the ninth and tenth days after operation.
Feb. 20th.-Wound has been healed for some time, and
the stump can be handled without causing any pain.
The amputated portion of the thigh was examined after
the operation, and it was found that the granulations were
large and flabby, and fall of blood. They could be squashed
like jelly beneath the fingers, and were easily peeled off the
subj acent tissues. The prominent parts of the condyles on their
posterior surfaces were carious and breaking down. This could
not be seen except by first clearing off the granulations. The
artery was traced down the popliteal space to the site of
the ligature, and it was found to be pervious right up to it.
There was no trace of the ligature (a catgut one), but the
constriction was well marked. A probe easily went through,
and the artery was found to be continuous with and
moulded into a mass of large spongy granulations gorged
with blood. I should not forget to state that the shaft of
the femur when sawn through at the second operation did
not appear healthy. The medulla bulged out like a watch-
glass, and was abnormally congested.
Bolan Pass.
